GERIATRIC OTOLARYNGOLOGY CLINIC
A 75-year-old woman presented with a 4-month history of nasal congestion, right facial pain, and headaches. She had been given antibiotics by her family physician for suspected sinusitis. Her pain improved, but the congestion persisted. She also noticed a metallic taste and began to spit up thick, green secretions. Her medical history was significant for hypothyroidism, hypertension, dyslipidemia, and Paget disease. Her medications included levothyroxine, lisinopril, atorvastatin, propranolol, calcium, vitamin D, and alendronate.
Endoscopic examination revealed thick secretions in the nasopharynx and mucopurulence from the right middle meatus. Computed tomography of the sinuses revealed complete opacification of the right maxillary sinuses, with evident "double densities;" magnetic resonance imaging (MRI) was subsequently performed, which corroborated the diagnosis of fungal sinusitis (figure 1).
The patient underwent right-sided, limited functional endoscopic sinus surgery in our outpatient clinic, including uncinectomy, wide maxillary antrostomy, and removal of fungal debris. An anterior ethmoidectomy also was performed to complete the opening of the ostiomeatal complex (figure 2). A large-caliber, shortcurve suction device was used to effectively aspirate the fungal debris, after sending specimens for fungal and bacterial cultures, as well as histopathology.
Surgical treatment of this elderly patient's fungal sinusitis could have been performed either in the operating room under general anesthesia, in the operating room with intravenous sedation, or under local anesthesia in the outpatient department. The decision to proceed with a particular approach must be based on several factors, starting with a comprehensive discussion of the options with the patient. The potential advantages and disadvantages of each option, as well as the patient's comorbidities, medications, and anatomy must all be considered in guiding the final decision.
Technologic advances have facilitated a shift from the operating room to the office, as evidenced by the fact that in the United States in 2009, at least 12 million outpatient procedures were performed. 1 Potential advantages include saving operating room time, avoiding general anesthesia, reduced cost, scheduling convenience, and a quicker recovery for the patient. Dr. Yanagisawa's proudest accomplishments were probably his intense involvement in the training of more than 100 ENT residents in the Yale program and his becoming an American citizen ( figure 1, D) .
The many residents and educators who worked on Dr. Yanagisawa's many projects, writings, and videos will remember his favorite workshop-his entire home basement-which seemed to store as much information as the National Archives or Library of Congress. Many hours were spent by all to finish projects in that famous basement.
During the more than 50 years of Dr. Yanagisawa's remarkable teaching accomplishments, there was a "power behind the throne," his remarkable wife, June. She was always at his side to help when needed and encourage him to proceed. June never complained of the intense work, travel, and teaching schedule ( figure 2, A) .
Dr. Yanagisawa has been editor of the Rhinoscopic Clinic since its inception in 1993 to the present. We have been fortunate to have been part of his Rhinoscopic Clinic team for many years ( figure 2, B) . He is a true educator, an outstanding otolaryngologist, and a master of ENT photo and video documentation ( figure 2, C) . Most importantly, he has been our mentor and friend.
Fortunately, gymnastics' loss many years ago (figure 2, D) became otolaryngology's gain! Thank you, Eiji! You will always be our mentor! (figure 3)
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Potential disadvantages include patients' limited ability to tolerate such procedures, 2 unfavorable anatomy (e.g., septal deviation), the risk of aspiration (blood or debris), and the need for specialized equipment and instruments in the office. Finally, outpatient surgery may not be as complete or successful.
It is interesting that despite the logarithmic increase in office-based procedures, there are few safety-related guidelines regarding patient selection, vital sign monitoring, 2, 5 and equipment requirements, such as the presence of a crash cart. Risks are often specialty-specific. In sinus surgery, although bleeding may be an issue, the lack of volatile agents and use of local anesthesia tend to improve the visual field. In addition, feedback from the patient helps to prevent orbital and/or skull base complications, since these structures are sensitive and painful. In laryngology, much of the risk is airway-related.
In summary, office-based procedures in the elderly, particularly the frail and those at risk for cognitive decline, offer a potentially attractive alternative to surgery under general anesthesia. In the absence of established guidelines, sound judgement and careful consideration of both patient-and office-related factors are critical in optimizing patient outcomes and safety. 
